Abstract
Introduction
Atherosclerosis is an inflammatory disease that often begins in childhood and slowly progresses through a long asymptomatic phase. Endothelial dysfunction (ED) is an early marker of atherosclerosis and develops from the first decade of life, in the presence of genetic and environmental risk factors [1] . There is a high prevalence of premature coronary artery disease (CAD) in Asian Indians [2] [3] [4] . Hence, risk of cardiovascular events and effective preventive strategy are to be identified with greater sensitivity and urgency than clinical end points. The methodology for detection of pre-clinical atherosclerosis must be easy to perform, widely available and non-invasive. Endothelial function is an integrative maker of the net effects of damage from cardiovascular risk factors on the arterial wall, and can be assessed by non-invasive means. We postulate that asymptomatic patients with predisposition for cardiovascular events are likely to benefit from endothelial function assessment, which may assist in risk stratification. Hence, a cross sectional survey was undertaken to evaluate endothelial function in asymptomatic individuals. In addition to physiological assessment, carotid intimal-medial thickness (IMT) measurements as an additional surrogate marker of pre-clinical atherosclerosis were studied in the same cohort of patients. Cardiology, Sri Jayadeva Institute of Cardiovascular Sciences and Research, Bangalore, a tertiary care teaching hospital in South India.
Inclusion criteria
Individuals aged 21 -60 years, with and without risk factors for cardiovascular events were enrolled in the study.
Exclusion criteria
1) Age ≤ 20 years and > 60 years; 2) Patients with acute coronary syndrome, stable CAD, peripheral vascular disease and cerebrovascular accident; 3) Prior history of revascularization (PCI/CABG); 4) Detection of plaques or stenosis in longitudinal B-mode imaging of carotid arteries; 5) Individuals on statins / angiotensin converting enzyme inhibitors / angiotensin receptor blockers / thiazolidinediones / nebivolol / estrogen containing preparations; 6) Presence of renal failure (serum creatinine > 1.4 mg /dL or estimated creatinine clearance < 60 mL/min). CAD was excluded by a negative exercise stress test. Coronary angiogram (CAG) was performed in select cases with inconclusive stress test, to exclude CAD. Patients who qualify for the study were taken up for evaluation and details entered in a proforma.They were categorized into 2 groupswith and without risk factors for cardiovascular disease. Data analyzed include baseline characteristics (age, sex, body mass index, waist circumference, blood pressure, fasting blood sugar, post prandial blood sugar, HbAIc and lipid profile), flow mediated dilatation (FMD) of brachial artery and carotid IMT in all cases.
Risk factors analyzed
Dyslipidemia, smoking, diabetes mellitus, hypertension, abdominal obesity, metabolic syndrome, family history of premature CAD (men < 55 years old, women < 65 years old) and physical inactivity were the risk factors evaluated in the present study. Dyslipidemia was diagnosed when any of the following abnormality was present: LDL-C > 140 mg/dL, HDL-C < 40 mg/dL and triglyceride > 150 mg/dL [5] . The diagnosis of metabolic syndrome was based on IDF 2005 criteria. Waist circumference ≥ 90 cm for men and ≥ 80 cm for women was the cut-off considered for obesity [6] .
Evaluation of FMD of brachial artery
The endothelial function was evaluated by ultrasonographic imaging of the brachial artery to assess endothelium depen- dent FMD [7] . After obtaining a rest image and measuring the baseline diameter, a blood pressure cuff was placed above the antecubital fossa and inflated to atleast 50 mmHg above systolic pressure. The cuff was deflated after 5 minutes. The post-stimulus diameter was measured 1 minute after cuff release. The brachial artery diameter was measured at the same time in the cardiac cycle, using ECG gating during image acquisition. FMD is expressed as the change in post-stimulus diameter as a percentage of baseline diameter.
Normal response was defined as atleast 10% vasodilatation [8] and < 10% vasodilatation or paradoxical vasoconstriction was considered abnormal.
Assessment of carotid IMT
The right and left carotid arteries were imaged using a high [9] . The mean of ten IMT measurements (five from the left and five from the right) was used as the representative value for each subject. IMT values > 0.8 mm were considered abnormal [10, 11] .
Statistical methods
Discrete data are presented in the form of no. and percentage. Continuous data are presented in the form mean, standard deviation, minimum and maximum. Student's t test or analysis of variance as appropriate was used for comparing mean values of selected variables in subjects with and without risk factors. Chi-square test (χ 2 ) has been used to find out significant associations between discrete variables. A Pvalue of < 0.05 is considered to be significant. Table 1 shows the clinical and biochemical features of the study groups. The mean age of subjects was 39.98 ± 11.18 years in those without risk factors and 42.55 ± 9.90 years in individuals with risk factors.
Results
Patients with risk factors had a higher body mass index, systolic blood pressure, diastolic blood pressure, fasting blood sugar, post-prandial blood sugar, HbA1c, total cholesterol, LDL cholesterol, triglycerides and lower HDL cholesterol. The risk factor profile is depicted in Table 2. ED and increased carotid IMT was more significant in the group with risk factors (Table 3, 4, 5) (P value < 0.001). The mean carotid IMT was 0.67 ± 0.05 mm in the group without risk factors and 0.78 ± 0.12 mm in the group with risk factors (Table 3 ) (P value < 0.05). Table 6 presents the correlation of FMD response and IMT with the variables studied. Age, total cholesterol, LDL cholesterol, HDL cholesterol, triglycerides, blood pressure, body mass index and HbA1c had a significant correlation with both IMT and FMD response.
A higher proportion of subjects with DM (87%), metabolic syndrome (86%) and family history of premature CAD (78%) had ED (Table 7 ). In subjects with normal CAG, 71% had abnormal FMD response and 36% had increased IMT.
Discussion
Endothelium is a key regulator of vascular homeostasis. ED is well documented in adults with established atherosclerosis [12, 13] and is also equally important early event in subclinical atherogenesis [14, 15] .The burden of established CAD on the individual and community is significant. Hence, it is im- portant to have a window of opportunity to detect high risk patients in the preclinical phase of atherosclerosis and alter the natural history. In the present study, the impact of risk factors in asymptomatic subjects on arterial damage, were evaluated by FMD of brachial artery and simultaneous carotid IMT assessment. There are very few studies evaluating both parameters in the same cohort of patients. As mentioned previously, Asian Indians have a very high prevalence of premature coronary artery disease and in this context, studies of endothelial function and carotid IMT assume significance. ED as assessed by FMD of brachial artery was significant in the subset of patients with risk factors. This highlights the need for management of not only the overt phase of atherosclerosis, but also pre-clinical disease. Similar observations suggesting ED as an early event in atherosclerosis in patients with risk factors were made in the studies by Celermajer et al [16] and Juonala et al [17] . There are two important observations in the present study-one relating to FMD response in individuals with family history of premature CAD and abnormal FMD response in patients with normal epicardial coronaries. Seven out of nine subjects (78%) with family history of premature CAD had abnormal FMD response. This is significant, as this is the only feasible method to assess subclinical atherosclerosis and cardiovascular risk in this subset of patients. A normal CAG does not exclude atherosclerotic burden and cardiovascular risk. In this study, more than twothirds of individuals with normal epicardial coronaries and risk factors for cardiovascular disease had evidence of ED. There is a high probability that this subset of patients is denied the potential benefit of angiotensin converting enzyme inhibitors / angiotensin receptor blockers and statins, with the resultant risk of cardiovascular events in future. In the group without risk factors, 4 (8%) had an abnormal FMD response. This is most likely explained by the presence of unconventional and emerging risk factors and account for sudden cardiac arrest and acute coronary syndromes in apparently healthy subjects.
In addition, carotid IMT was significantly higher in the group with risk factors. Although, the number of subjects with increased IMT was less when compared to the number of individuals with abnormal FMD response in the same group with risk factors, it was statistically significant. It is likely that, with vascular damage, the physiological derangements precede anatomical changes. The absolute carotid IMT value is less in our study, as the population included younger adults and excluded subjects > 60 years. There is strong evidence that carotid IMT measurements can be used to indicate the degree of atherosclerotic burden and future cardiovascular risk, based on Rotterdam [18] and ARIC [19] studies. A small increase in mean carotid IMT of 0.2 mm is associated with an increase in relative risk for myocardial infarction and stroke of 33% and 28% respectively [10] .
Our study highlights that age, lipid profile, blood pressure, body mass index and HbA1c have a significant correlation with both carotid IMT and FMD response. These are the same traditional risk factors for overt cardiovascular disease. This reinforces the fact that both endothelial function assessment and carotid IMT are useful markers of pre-clinical atherosclerosis and should be employed more often for optimal management of patients with risk factors.
Study limitations
Exercise stress test has limitations of low sensitivity, and CAG was not performed in all cases. Psychosocial factors, dietary habits like consumption of fruits and vegetables, alcohol intake and non-conventional risk factors like lipoprotein (a), serum homocysteine, all of which influence the progression of atherosclerosis are not evaluated in the present study. There is no long term follow up, which is needed to establish the link between abnormal FMD response and CIMT to vascular events.
Conclusion
In asymptomatic subjects, risk factors for cardiovascular disease are significantly associated with objective evidence of ED and increased carotid IMT, when compared to individuals without risk factors. In future, carotid IMT values and FMD response are likely to yield additional information beyond traditional risk factors for classifying patients in regard to the likelihood of cardiovascular event. Therapeutic measures with the aim of improving endothelial function and reducing carotid IMT may reduce the burden of cardiovascular disease.
